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Revision: HCFA-PM-91-8

(MB) ATTACHMENT 2.6-A

October 1991 Page 15a
OMB No.
State/Territory Missouri
Citation Condition or Requirement
4.b. Categorically Needy — Section 1902(f) States
Continued
1903(f) (2) of X (6) Spenddown payments made to the State by

the Act

the individual.

NOTE: FFP will be reduced to the extent a State is
paid a spenddown payment by the individual..

The spenddown period is one month.

TN No. _MS-02-23 Approval DateQEP 3 @ M2 Effective Date  10-1-02

Supersedes

TN No. MS-91-59

HCFA ID: 7985k



Revision: HCFA-PM-91-4 (BPD) ATTACHMENT 2.6A
AUGUST 1991 Page 24
OMB No: 0938-

State: Missouri

Citation Condition or Requirement

42 CFR 11.  Effective Date of Eligibility
435914

-

a. Groups Other Than Qualified Medicare Beneficiaries
(1) For the prospective period.

Coverage is available for the full month if the
following individuals are eligible at anv time
during the month.

X Aged. blind, disabled. (non-spenddown)
X AFDC-related.

Coverage is available only for the period
during the month for which the following
individuals meet the eligibility requirements..

X Aged, blind, disabled. (spenddown
____ AFDC-related. excludes cowerage
for services used to

meet spenddown)
(2) For the retroactive pertod.

Coverage is available for three months before
the date of application if the following
individuals would have been eligible had they
applied:

_ Aged. blind, disabled.
~ AFDC-related.

Coverage is available beginning the first day
of the third month before the date of
application if the following individuals: weguld
have been eligible at any time during that
month. had theyv applied.

X Aged. blind, disabled.
X AFDC-related.

TN No. MsS-02-23 Approval Date P 3 ot 207 Effective Date 10-1-02
Supersedes
TN No. MS-91-44 HCFAID: 7985E




